Major Determinants of Modern Contraceptive Use Among Women of  Reproductive Age in Selected Cities of Nigeria. by Sarah, Salma Afroz
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Abstract 
Objective: This study was designed to assess the major determinants of modern contraceptive use 
among women of reproductive age in selected cities of Nigeria. 
Methods: Cross sectional analysis of 10,535 women aged 15-49 years was performed using data from 
the Measurement, Learning & Evaluation’s sustainability survey collected in 2017. The main outcome 
measure of this study was modern contraceptive use. Descriptive statistics and multivariate logistic 
regression models were used.  
Results: The study found that in spite of more than 96% of respondents knowing of at least one method 
of contraception, the modern contraceptive prevalence rate is very low (20.8%).  Individual 
characteristics like age, parity, educational status, religion, and marital status were found to have 
significant (p<0.05) association with modern contraceptive use. Exposure to at least one NURHI message 
increased the probability [AOR 1.63 (1.36-1.96)] of modern contraceptive use significantly (p<0.001). 
However, respondent’s belief of at least 1 common family planning myth was negatively associated 
(p<0.001) with their modern contraceptive use [AOR 0.67 (0.60-0.75)]. The study also found that the 
association of modern contraceptive use and individual’s exposure to NURHI messages is modified by 
respondent’s city of residence. 
Conclusions: The findings indicate significant socio-economic and demographic variation in modern 
contraceptive use among reproductive age women in Nigeria. Strengthening community awareness 
programs and female education should be given top priority. 
 
Introduction 
Nigeria is the most populous country in Africa with a high annual growth rate (2.6%). Every year around 
5.5 million people are added to this population1,2. In spite of widespread awareness of the various 
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contraceptive methods, current modern contraceptive use is very low (15%) among all women of 
reproductive age in Nigeria3,4. As a result, there are many unintended pregnancies and illegal abortions 
which reflect a large unmet need (16%) for contraceptive use5,6.  
Countries with low contraceptive prevalence rates are also countries with very high maternal mortality 
ratios7.  Nigeria has one of the highest maternal mortality ratios in sub-Saharan Africa, and ranks as the 
country with the second highest number of maternal deaths in the world. Illegal and unsafe abortions 
contribute 20%–40% of about 60,000 maternal deaths that occur yearly in Nigeria8. A significant 
reduction in unwanted pregnancies and abortions is possible by increasing contraceptive use among 
Nigerian men and women who are sexually active4. The long-term benefits of using contraceptive 
methods include securing the well-being and autonomy of women, enhancing health and development 
of communities and nations, reduction of infant and maternal mortality, reduction of incidence of HIV, 
empowering people, ensuring better education, and making population growth slower5. In response to 
these and other serious demographic and health issues, the Nigerian government put into effect a 
national population policy in 1989 that called for a reduction in the birthrate through voluntary fertility 
regulation methods compatible with the nation's economic and social goals and low contraceptive use9. 
The government of Nigeria further reinforced these efforts during the Family Planning 2020 summit in 
London in 2017, when the government in collaboration with its partners and the private sector pledged 
to achieve a modern contraceptive prevalence rate of 27% among all women by 20202.  
Several studies have examined socio-demographic determinants of contraceptive use in Nigeria. Age is 
found to be an important predictor of contraceptive use. Women over 25 years of age reported higher 
levels of use of modern contraception than younger women10–12. Other predictors of modern 
contraceptive use are higher level of attained education, higher parity, higher wealth quintile, and urban 
residence10–12. Several studies have also explored the barriers to modern contraceptive use5,13–19. Low 
levels of education, women’s and partners’ disapproval of modern family planning methods, religious 
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beliefs, fear of side effects of modern contraception, women’s misconceptions of contraceptive side 
effects, use of unproven methods or concoctions and infrequent sex are among the reasons for non-use 
of contraception in sub-Saharan Africa4,11.  Studies have shown that there is abundant information that 
contraceptive knowledge and awareness is high among the Nigerian population, but this awareness has 
not translated into increased contraceptive use7,20–23. 
Scientific evidence exists on the impact of family planning (FP) programs on making modern 
contraceptives more widely available and by removing obstacles to use24. Researchers have also 
suggested that several supply- and demand-side factors may explain the low level of contraceptive 
prevalence in Nigeria5,25–27.  The Federal Government of Nigeria (FGON) since the late 1980s adopted 
and implemented many policies and strategic plans, however, the interventions had not necessarily 
translated into changes in behaviors such as use of contraception and use of family planning services28. 
The Nigerian Urban Reproductive Health Initiative (NURHI) was designed to fill these gaps by committing 
to an integrated demand and supply-side program to meet the family planning needs of women in an 
attempt to address social norms and barriers associated with myths29. 
FP programs may also have heterogeneous effects on modern contraceptive use depending on the 
geographic context. Impact of a FP program in those areas with high poverty, pronatalist social norms 
and high fertility rates, can be different.  Although several studies have looked at the impact of FP 
programs on mCPR, little has been done to examine whether the effects of FP messages are modified by 
place of residence. This study helps to fill the gap in information on the effect of a specific FP program 
(NURHI) on use of modern contraceptive methods among women in select cities in Nigeria. The purpose 
of the current analysis is to assess the major determinants of modern contraceptive use among women 
of reproductive age (15-49) with special focus on NURHI messages, myths and moderating effect of 
cities on NURHI associations. 
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Conceptual model  
Understanding the characteristics of contraceptive users is crucial in areas that require scaling up family 
planning programs. Figure 1 presents a conceptual framework to serve as tool for understanding the 
relationship among variables that influence modern contraceptive use.  I hypothesized that the 
predictors of modern contraceptive use are: women’s educational status, wealth index, residence, age, 
and marital/union status. Association between predictors and outcome (modern contraceptive use) is 
mediated through intervening factors [access to contraceptive program messages (NURHI) and belief in 
common family planning myths]. I theorized that exposure to family planning messages and belief in 
common family planning myths have respectively positive and negative effect on modern contraceptive 
use among women. Residence is a possible effect measure modifier in this model. The effect of the 
moderator will be tested by adding an interaction between place of residence and exposure to NURHI 
message to see how the city effect is being modified by exposure to NURHI messages. 
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Methods 
This study used data collected in Nigeria by the Measurement, Learning & Evaluation (MLE) project, 
supported by the Bill & Melinda Gates Foundation. The MLE project is the evaluation component of the 
Urban Reproductive Health Initiative (URHI), a multi-country family planning program implemented in 
select cities in four developing countries: India, Kenya, Senegal, and Nigeria. The program in Nigeria- 
NURHI—aimed to promote evidence-based decision-making in the design of integrated family planning 
and reproductive health interventions for the URHI by reducing the barriers to modern contraceptive 
use. To evaluate NURHI, the MLE project conducted multiple surveys. This study used data from the 
2017 sustainability survey, a study designed to evaluate the lasting impact of the NURHI Phase 1 
activities (2009-2014).   Data were collected in Ilorin, a city where program activities ceased after Phase 
1, and Kaduna, a city where program activities continued under NURHI Phase 2.  Jos, a city where NURHI 
has never worked, was included as a comparison city along with Plateau State which is predominantly 
rural.  A two-stage cluster sampling design was used to select a representative sample of women in each 
city in the sample. A sampling frame based on the 2006 census (most recent) was used to select a 
sample of enumeration areas which are subdivisions of localities. These enumeration areas were used as 
the primary sampling units and are hereafter termed clusters. A total of 54 clusters in Ilorin, 45 clusters 
in Kaduna, and 101 clusters in Plateau State (56 of which were in Jos) were selected for inclusion in the 
survey.  A census of households was undertaken in all clusters in Ilorin and Kaduna.   All eligible women 
aged 15-49 years in selected households were approached for consent to participate in the survey. 
Women who agreed to participate were interviewed by trained female interviewers using paper 
questionnaires at private locations within or close to their residence. The data collection was conducted 
between September and November 2017. The final sample included 10,535 women. 
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Dependent and explanatory variables 
The dependent variable of interest is modern contraceptive use. The participants of this study were 
asked what contraceptive they were using at the time of the survey and their response was coded ‘1’ if 
they were using any modern method (pill, condom, IUD, implant, injectables, male and female 
sterilization, lactational amenorrhea, spermicide/foam/jelly) and coded ‘0’ otherwise. The explanatory 
variables used in the study are age group of women, education level, place of residence, number of 
living children, religion, economic status, NURHI exposure and their beliefs about common family 
planning myths. In the present study age of the currently married women has been classified into five 
groups which are 15–19, 20–24, 25–29, 30–34 and 35–49 years. Education of women has been 
categorized into five categories namely no education, primary education, junior secondary education, 
senior secondary and higher education. Place of residence includes participants from the following 
cities: Ilorin, Kaduna, Jos and Plateau State. Number of living children has been classified into five groups 
as no children, one child, two children, three children and four & above children. The religion variable 
has been classified into four categories; Catholic, Protestant, no religion and Muslim. Wealth has been 
categorized into three groups (Poor, Medium and Rich). Women who fall under the ‘poorest’ and 
‘poorer’ wealth index groups are put into the category of ‘poor’ while women who are observed to be in 
the ‘richer’ and ‘richest’ wealth index groups are considered to be ‘rich’ in the present study. The NURHI 
exposure variable had several categories but for the final model only a binary coded variable was used, 
namely no exposure and exposure to at least one form of NURHI media message (NURHI message on 
radio, NURHI message on television, provider wearing NURHI badge, NURHI logo, NURHI message on 
billboard, NURHI cards and NURHI SMS).  A similar approach was used to categorize respondent’s belief 
about common family myths; descriptive statistics for common family planning myths are presented but 
in the final analysis, a binary myth variable was used which was defined as believe in at least one 
common family planning myth and negative perceptions (makes women infertile, causes health 
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problem, causes cancer, can deform baby, lower sexual desire and makes women promiscuous) and 
don’t believe any common family planning myths. 
During the data collection, the interviewers completed the informed consent process for everyone 
interviewed.  All study protocols were reviewed by the Institutional Review Board at the University of 
North Carolina at Chapel Hill, USA as well as the National Health Research Ethics Committee 
of Nigeria. 
 
Statistical methods 
Descriptive analysis was done to explore knowledge about different contraceptive methods, exposure to 
different NURHI messages, beliefs about common family planning myths and practice of contraceptive 
methods in selected cities of Nigeria. To examine the association between the explanatory variables and 
the dependent variable (modern contraceptive use), two multivariate logistic regression models were 
fitted. Model 1 examined the association between covariates and modern contraceptive use and in 
model 2, an interaction between place of residence and NURHI exposure was added to see whether the 
area of residence modifies the association between modern contraceptive use and the effect of NURHI 
message exposure. Data were analyzed using STATA software (version 15). Weights were assigned from 
the dataset to each subject, enabling results to be representative. 
 
Results 
Table 1 shows the descriptive characteristics of the analysis sample. The highest percentage of 
respondents were in the age group of 35–49, which corresponded to 30% of respondents in the sample 
(this age bracket is wider than the other age groups). Nearly 15% of women had received no formal 
education; 20.2, 13.5, 33.1 and 18.2% of respondents have enrolled in primary, junior secondary, senior 
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secondary and higher education, respectively. In the study sample, the highest proportion of married 
women was found in Plateau State where 74.1% women were ever married. Among the respondents, 
20.9 % had four or higher number of living children while 44.9% had no child at the time of the survey. 
Muslims (41.6%) and Protestants (46.5%) were predominant in the whole sample. About 43.3 % of the 
entire sample of women belonged to the rich wealth group, and 37.3 % of women belonged to poor 
wealth group. Further, the percentage distribution of women in all cities according to the wealth was 
similar across cities except for Plateau State, where 70.4% of women population belonged to poor 
wealth quantile. 
Table 1: Percentage distribution of respondents according to background characteristics, by city, 
Nigeria MLE Sustainability Study 2017. 
Background 
characteristics 
Ilorin 
(N/%) 
Kaduna 
(N/%) 
Jos 
(N/%) 
Plateau State 
(N/%) 
Total 
(N/%) 
Age group 
15-19      472 21.2      1103  23.0      432 21.6      376 22.5     2383 22.3 
20-24      350 15.8       838  17.5      358 18.2      265 15.6     1811 16.3 
25-29      376 17.2       827  17.6      397 19.1      273 16.9     1873 17.4 
30-34      298 13.7       627  14.4      303 15.1      215 12.6     1463 13.5 
35-49      713 32.1      1258  27.3      513 25.7      521 32.2     3005 30.4 
 
Educational status 
No education      169 7.6       413  8.7       134 7.2    397 22.2  1113 14.9 
Primary education      299 13.4       565 11.9       225  11.4       484   28.4    1573 20.2 
Junior secondary      140 6.1       672 13.6       295  15.4       258   15.7    1365 13.5 
Senior secondary      881 40.0       1857 39.6       757  37.0       416   26.5    3911 33.0 
Higher education      719 32.7       1165 25.9       590  28.7       95   6.9    1569 18.2 
 
Wealth index 
Poor      159 7.0       203 4.7       114   5.2       1220 70.4    1696 37.2 
Middle       445 20.0       1010 21.9       493   26.7       241 16.3    2189 19.4 
Rich    1605 72.9       3460 73.2       1396   67.9       189 13.2    6650 43.2 
9 
 
Background 
characteristics 
Ilorin 
(N/%) 
Kaduna 
(N/%) 
Jos 
(N/%) 
Plateau State 
(N/%) 
Total 
(N/%) 
 
Marital status 
Ever married     1417 64.2       2852 61.2      1167   58.0        1237  74.1     6673 67.7 
Never married       792 35.7      1821 38.7      836   41.9        413  25.8     3862 32.3 
 
Number of living children 
No child       837 43.8        1979 49.7         878   48.8       472 41.7     4166 44.9 
One child       214 11.2        467 12.3         213   12.0       163 12.9     1057 12.3 
Two children       232 12.3        409 10.5         191   10.7       125 11.0     957 11.1 
Three children      232 12.1        343 8.7         173   9.6       114 11.0     862 10.5 
Four or more children      394 20.4        744 18.5         350   18.6       280 23.2     1768 20.9 
 
Religion 
Catholic       20  0.9          218 5.8         286   13.8       256 13.6      780 9.7 
Protestant       759  33.9        1272 33.3         932   46.7      885 56.8     3848 46.5 
Muslim       1427  64.9        3181 60.7         783   39.3      447 25.2     5838 41.6 
No religion       1  0.0         1 0.02         1   0.04      62 4.3     65 2.1 
Total 2209 18.3        4673 20.9        2003 11.9     1650 48.8  10,535 100 
*N= number (unweighted), percentages= weighted 
 
From Table 2, it is evident that knowledge of contraceptives was almost universal in all four sites of 
Nigeria, where more than 96% women have heard about at least one of the contraceptive methods. 
Although this study reveals a high prevalence of knowledge of contraceptives among respondents, the 
knowledge varied from one method to another and also from one city to another except for male 
condom which was the most widely known method in all the cities of this study; overall, more than 92% 
of respondents reported knowledge of this method. The injectables were the other most widely known 
method cited by respondents, followed by daily pills. Daily pill knowledge was most prevalent in Kaduna 
(90.9%) where similar high knowledge about injectables (94.1%) and implant (83.4%) was also observed. 
Diaphragm was the least known method among the respondents. Among permanent methods, the 
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percentage of women who knew about female sterilization was much higher than for male sterilization 
in all sites. The analysis shows that the withdrawal method was the most known method among 
traditional methods followed by rhythm method. The knowledge of withdrawal method was highest in 
Ilorin (67.9%) whereas rhythm was most commonly (56.7%) known by respondents of Kaduna city. Cycle 
beads was the least widely known traditional method across all the study cities. 
 
Table 2: Percentage of respondents reporting knowledge of family planning methods, by city, Nigeria 
MLE Sustainability Study 2017. 
Method Ilorin Kaduna Jos Plateau State Total 
At least one method 96.1 98.8 96.6 95.9 96.6 
Modern Method  
Female sterilization 38.5 58.7 41.1 56.6 51.9 
Male sterilization 18.2 23.8 18.7 9.1 15.0 
Daily Pill 74.0 90.9 81.8 75.9 79.4 
IUD 65.0 65.6 58.3 36.5 50.4 
Injectable 80.1 94.1 88.2 86.7 87.2 
Implant 67.1 83.4 72.5 65.7 70.5 
Male condom 95.2 93.7 91.3 90.3 92.0 
Female condom 52.0 67.8 59.1 38.9 49.8 
Emergency 
contraceptives 
58.5 43.8 40.2 16.2 32.6 
Lactational 
amenorrhea 
38.6 56.5 39.8 39.4 42.9 
Spermicide/Jelly 9.7 11.6 14.0 3.3 7.5 
Diaphragm 6.2 12.6 11.1 3.3 6.7 
Traditional method 
Rhythm method 43.4 56.7 48.6 39.6 44.9 
Withdrawal method 67.9 73.3 61.9 39.7 54.6 
Cycle/beads 15.8 36.0 24.5 14.2 20.3 
Total 
respondents(N) 
2209 4673 2003 1650 10,535 
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Table 3 reports the prevalence of common myths and misconceptions about contraceptives. Overall 
‘make women infertile’ (33.6%), ‘cause health problem’ (45.1%) and ‘can harm womb’ (35.7%) were the 
most common myths reported by the participants at the time of survey. City-wise variation in common 
myths is also evident from Table 3; Jos and Plateau state had the highest proportion of women who 
believed in common family planning myths. Similar results were also observed for the ‘believe in at least 
one myth’ variable. 
 
Table 3: Percentage of respondents who believe selected contraceptive myths and misperceptions, by 
city, Nigeria MLE Sustainability Study 2017. 
Myths/misconceptions about 
contraceptives  
Ilorin Kaduna Jos Plateau State All Women 
Make women infertile 21.6 27.9 37.4 39.7 33.6 
Cause health problems 26.4 41.0 51.8 52.2 45.1 
Can harm womb 20.2 32.7 35.7 42.7 35.7 
Lower sexual desire 11.6 15.9 20.2 21.2 18.2 
Cause cancer 12.2 21.1 29.2 27.8 23.7 
Can deform baby 11.3 17.6 21.7 21.9 19.1 
Make women promiscuous  18.3 13.8 19.2 26.6 21.5 
Believe in at least 1 common myth 39.5 56.6 69.4 64.7 58.9 
Total respondents(N) 2209 4673 2003 1650 10,535 
 
 
Table 4, provides the weighted percentages of women reporting exposure to NURHI messages through 
various media. Overall, women most often heard NURHI messages on the radio (40.9%), had seen 
messages on the TV (33.1%) or had seen the NURHI logo (32.8%). Ilorin and Kaduna city had the highest 
proportion of participants who reported NURHI exposure whereas Jos and Plateau state had lower 
numbers. 
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Table 4: Percentage of respondents who reported exposure to NURHI messages by city, Nigeria MLE 
Sustainability Study 2017. 
NURHI exposure variables Ilorin Kaduna Jos Plateau State Overall 
Heard NURHI message on TV 54.6 72.5 44.7 5.3 33.1 
Heard NURHI message on radio 73.9 69.0 46.6 15.1 40.9 
Heard NURHI message on life events 9.2 33.5 23.2 7.6 15.2 
Seen NURHI logo 74.2 68.6 19.7 5.1 32.8 
Seen NURHI cards 12.5 16.1 10.0 0.6 7.2 
Seen NURHI message on billboard 1.5 3.7 0.2 0.0 1.1 
Seen provider wearing NURHI badge 21.8 12.7 10.4 1.1 8.4 
Received NURHI message via SMS 6.7 8.7 6.0 0.5 4.0 
Received NURHI message via any medium 89.9 91.9 63.0 23.2 54.5 
Total number of respondents(N) 2209 4673 2003 1650 10,535 
 
Table 5 presents patterns of family planning usage among women of reproductive age in selected cities 
of Nigeria. Overall, the modern contraceptive prevalence rate (mCPR) is 20.8%. mCPR doesn’t vary much 
among selected sites (Ilorin, Kaduna, Jos and Plateau state), still Ilorin presented the highest (23.9%) and 
Plateau state (19.5%) revealed the lowest mCPPR. The highest proportion of women did not use any 
method of contraception in all sites and overall, Ilorin had the highest use of both modern and 
traditional methods, whereas Plateau state had the highest prevalence of non-use. 
Table 5: Percentage distribution of respondents according to pattern of family planning usage by city, 
Nigeria MLE Sustainability Study 2017. 
Family planning usage  Ilorin Kaduna Jos Plateau state  Overall 
Modern methods 23.9 21.3 20.7 19.5 20.8 
Traditional methods  11.7 5.0 7.6 3.9 6.0 
No methods  64.4 73.7 71.7 76.6 73.2 
Total number of 
respondents(N) 
2209 4673 2003 1650 10,535 
 
Table 6 shows the results for multivariate logistic regression models. Model 1 shows the association 
between explanatory variables and the dependent dichotomized variable, modern contraceptive use. In 
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model 2, the interaction between exposure to at least 1 NURHI message and city of residence variable 
was added to see how the association between city of residence and modern contraceptive use is 
modified by NURHI exposure. In model 1 and in model 2; 20-24, 25-29, 30-34 and 35-49 age groups had 
significantly higher odds of modern contraceptive use than the 15-19 age group. Ever married women 
had significantly lower odds of modern contraceptive use than the women who have never been 
married. Compared to women who did not receive any formal education, other educated women groups 
were more likely to use modern contraceptives. In both of the models, having child/children was 
significantly associated with modern contraceptive use. Women who have one or more living 
child/children are more likely to use modern contraceptives than the women who do not have any living 
children. For the religion variable, Islam religion was found to have significant association with modern 
contraceptive use, where Muslims had significantly lower odds of modern contraceptive use compared 
to Catholics in model 1 with similar results found in model 2. The respondents who reported not 
practicing any religion also had lower odds of modern contraceptive use compared to Catholics; 
although the association was not statistically significant. 
In both of the models, respondent’s belief in at-least one myth was negatively associated with modern 
contraceptive use whereas exposure to at least one NURHI exposure messages was positively associated 
with modern contraceptive use. Plateau state has significantly lower odds of modern contraceptive use 
than Jos among those not exposed to NURHI messages. Among those exposed to NURHI messages the 
odds of modern contraceptive use were quite similar in Plateau State to Kaduna and Jos while Ilorin has 
significantly higher odds of modern contraceptive use. It was also evident that effect of NURHI 
messaging on modern contraceptive use is being modified by site or city of residence. Interaction term 
shows that the effect of NURHI messages is stronger in the two sites where NURHI1 was implemented, 
although the interaction is only statistically significant in Ilorin [AOR: 2.16(1.15-4.07)].  
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Table 6: Multivariate logistic regression models of association between modern contraceptive use and 
explanatory variables 
Variables Model 1 
AOR (95% confidence interval) 
Model 2 
AOR (95% confidence interval) 
Age group 
15-19 Reference Reference 
20-24 4.17 (3.16-5.52)*** 4.1 (3.15-5.49)*** 
25-29 4.30(3.19-5.78)*** 4.26(3.17-5.74)*** 
30-34 3.89(2.2-5.37)*** 3.86(2.79-5.33)*** 
35-49 2.55(1.83-3.56)*** 2.52(1.81-3.52)*** 
 
Educational status 
No education Reference Reference 
Primary education 1.34(1.02-1.77)* 1.32(1.00-1.73) 
Junior secondary 1.62(1.21-2.16)** 1.58(1.18-2.12)** 
Senior secondary 1.55(1.19-2.02)** 1.51(1.16-1.97)** 
Higher education 1.80(1.36-2.38)*** 1.76(1.32-2.33)*** 
 
Wealth index 
Poor Reference Reference 
Middle  1.18(0.91-1.53) 1.15(0.89-1.50) 
Rich 1.04(0.80-1.35) 1.01(0.78-1.32) 
 
Marital status 
Never married Reference Reference 
Ever married 0.39 (0.29-0.53)*** 0.39 (0.29-0.53)*** 
 
Number of living children 
No child Reference Reference 
One child 3.77(2.80-5.06)*** 3.77(2.80-5.07)*** 
Two children 8.13(5.82-11.35)*** 8.09(5.79-11.30)*** 
Three children 11.15(7.90-15.74)*** 11.12(7.88-15.70)*** 
Four or more children 16.02(11.28-22.74)*** 16.04(11.30-22.78)**** 
 
Religion 
Catholic Reference Reference 
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Variables Model 1 
AOR (95% confidence interval) 
Model 2 
AOR (95% confidence interval) 
Protestant 1.08(0.87-1.35) 1.07(0.86-1.33) 
Muslim 0.40(0.32-0.51)*** 0.40(0.31-0.50)*** 
No religion 0.91(0.34-2.44) 0.89(0.33-2.38) 
 
Believe at least 1 common family 
planning myths 
 
0.67(0.60-0.75)*** 
 
0.67(0.59-0.75)*** 
 
Exposed to at least 1 NURHI media 
messages 
 
1.63(1.36-1.96)*** 
 
1.31(1.00-1.70)* 
 
City of residence 
Jos Reference Reference 
Ilorin 1.20(0.91-1.45) 0.61(0.34-1.12) 
Kaduna 1.09(0.93-1.29) 0.76(0.48-1.21) 
Plateau state 0.80(0.62-1.05) 0.68(0.48-0.96)* 
 
City of residence # exposed to at least 1 NURHI media messages(1) 
Jos#1 --- Reference 
Ilorin#1 --- 2.16(1.15-4.07)* 
Kaduna#1 --- 1.56(0.95-2.57) 
Plateau state #1 --- 1.38(0.78-1.97) 
*p < 0.05; **p<0.01; ***p<0.001, Abbreviations: AOR= Adjusted Odds Ratio 
 
Discussion 
This study identified several factors associated with modern contraceptive use in Nigerian women of 
selected cities. Specifically, social and demographic variables such as age, education status, marital 
status, having living children, religion as well as belief in family planning myths and exposure to NURHI 
program messages are statistically significant and independent predictors of modern contraceptive use. 
These results were consistent with several other published studies 9,19–21. In addition, belief in family 
planning myths is a statistically significant and independent predictor of modern contraceptive use. The 
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negative association between respondent’s belief and misconception and the probability of modern 
contraceptive use is in line with many other studies 10,12,22,23. I also found that the relationship between 
exposure to NURHI messages and use of modern contraceptives is modified by place of residence. 
Looking at the interactions, the effects of the NURHI messages are stronger in the two states NURHI 
worked in (Ilorin and Kaduna) and weaker in the other two areas.  Possible reason could be the NURHI 
program roll-out was not uniform across all the selected cities24 and there are strong reasons to believe 
that the effects of NURHI message exposure are modified by site characteristics and intensity of 
implementation of NURHI activities beyond just NURHI messaging.  
 
Limitations 
This study has some limitations. Cross-sectional data sets from independently drawn survey samples can 
show associations, but it is difficult to establish cause and effect. The results may also be biased because 
they are based on self-reporting by respondents and thus may suffer from misreporting. 
 
Conclusion 
The study has demonstrated that women’s socio-demographic factors and myths and misconceptions 
about family planning methods can influence their modern contraceptive use. This should be the 
starting point to develop a deliberate policy focused on this population that aims at providing wide 
availability of effective modern contraceptive methods to prevent unwanted pregnancies and avoid 
unsafe abortions. Exposure to family planning messages through FP programs (NURHI) can increase 
modern contraceptive use. The ways in which aspects of the individual and household factors influence 
a woman’s use of modern contraception can be used by family planning program managers to shape the 
development of family planning provision and promotion programs. Health administrators and policy 
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makers can use community programs like NURHI to address negative beliefs and customs to increase 
approval and awareness of family planning. In addition, the spatial distribution using low and high 
prevalence sites can be used to identify areas where existing contraceptive use is above or below 
expectations. We should also acknowledge the presence of very different and unique fertility norms in 
different sites. Areas with higher than expected use may be examples of good practice that providers 
and policymakers could learn from to improve policy and practice, and areas of lower use could be 
targeted for future interventions.  
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